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Y 0001 Initial Comments Y 000 {1‘% P oC
(eef
The findings and conclusions of any investigation b O 7 f”)
by the Health Division shall not be construed as :
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws. \
This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted at your facility on 6/4/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.
The facility was licensed for seven Residential
Facility for Group beds for persons with mental
illness. The census at the time of the survey was
six. Six resident files were reviewed and two RECE !VED
employee files were reviewed. One discharged .
resident file was reviewed. The facility received a JUN i 5 zm
grade of B. LICENSURE AND CERTIFHEATION
BURWOFLAS\'EGAS. HEVADA
The following deficiencies were identified: {"/
Y 070 | 449.196(1)(f) Qualifications of Caregiver-8 hours | Y 070 OLI
Ss=F | training 1. There have been no complailints
from any of the residents as to
NAC 449.196 guality of care. The administrater
1. A caregiver of a residential is at the facility during the day
facility must; nad has observed her work conduct
{f) Receive annually not less than 8 and made corrections when and whege
hours of fraining related to providing necessary. 2) Stricter hiring policy
for the needs 9f the residents of a will be implemented (ATT #1 TAG YQ7(
residential facility. (3) Closer monitoring through the Use
_ _ _ Employee Checklist (ATT#2 TAG 070)
This RULE: is not met as evidenced by: 4)HMdminitrator will moniton strict
Based on record review on 6/4/09, the facility compliance. 5) Employee #2 |is
failed to ensure 1 of 2 caregivers received eight enrclled in Caregiving Training tg
hours of annual training (Employee #2). be given by Gladys Perri o Julyzj t
22. Receipt is attached (ATT# 3 TAG
It deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 070| Continued From Page 1 Y 070 Y 070. Certificate of completion
will follow.
Severity: 2  Scope: 3 O\,/ {V/
Y 172| 449.209(2) Health and Sanitation-Outside Y 172 1)The facility maintains tHe Servilce
ss=c | garbage of a professional bug exterminator
who comes out once every 2 months |an
rz\lA(?o‘r:?as':hzeeg used to store garbage outside of sprays the interdor and exterior gf
the facility must be kept reasonably ciean and facility. The containers apne put gut
must be covered in such a manner that rodents twice a week for disposal.@)The f:ﬁ 1
are unable to get inside the containers. At least ty has 2 garbage containers,both wit
once each week, the containers must be emptied covers. One was lost in one of the
and the contents of the containers must be past windstorms, the other |one wag ¢
removed from the premises of the facility. ground at the time of the gurvey.
Lost or damaged containers |and/or
covers will be replaced immediately.
This RULE: is not met as evidenced by: A written reminder to all garegivdrs
Based on observation on 6/4/09, the facility failed residents to put covers bagk on aflte
to ensure the container used to store garbage every use was issued (ATT#4 TAG Y17:
outside the facility was covered. This will be reiterated every monthl
meeting. We bought a new 32 gal. dor
tainer with cover tainer with cover. Copy of |receipt
Severity: 1 Scope: 3 (ATT# 5 TAG 172)3) The admilnistratjo:
will make freguehh visual inspect ﬂor
- of the garbage containers. |4) Adminj
Y 896 | 449.2744(1)(b)(2) Medication / MAR Y 896 trator. 5) 06-08-09
$S=D GN Q/
1) Resident # 6 goes to bed almost
NAC 449.2744 immediately after dinner. In the gac
1. The administrator of a residential facility that she had to be woke up to take her
provides assistance to residents in the bedtime meds. This was discdussed Wit
administration of medication shall maintain: her psychiatiist and sace manager |ir
(b) A recprd of the medication ad.mlnlste-red to one of her med clinics and |it was
each resident. The re_cord must mcludg. ) decided to give the medication at
) Tt.'e. date and time that the medication dinner.2) Monthly preparatijon of the
was administered. MAR will be based onthe order on the
med viala. Any changes shalll not He
implemented wothout proper |[documer]-
tation.3) Entries on the MAR will [be

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 896 | Continued From Page 2 Y 896 reviewed and compared with |the
‘ . , med vials monthly and/or at
This RULE: is not met as evidenced by: refill time. 4) Administrator 5) W
Based on record review and interview on 6/4/09, secured the necessary documentatig
the facility failed to ensure 1 of 6 residents from the psychiatrist allowing thqg
medication administration record was accurate changes as indicated in the MAR
for the time administered (Resident #6). (ATT# 6 Y 896) 06-05-09
Severity: 2 Scope: 3
Y 923} 449.2748(3)(b) Medication Container Y 923 1. The facility has not had d&:,
S8=F untoward incidents in the area of

NAC 449.2748

3. Medication, including, without limitation, any
over-the-counter medication or dietary
supplement, must be:

(b) Kept in its original container until it is
administered.

This RULE: is not met as evidenced by:

Based on observation on 6/4/09, the facility failed
to keep medications belonging to 3 of 6 residents
in their original container.

Severity: 2  Scope: 3

medication aDMINIZtration, |and we
plan to keep it that way. g) A
memoraNdum to all caregiverls reqgui
strict compliance was issued (ATT#
Y 923).
procedure was put in place |[(ATT#8
TAG Y923). Both are posted j{in the
medicine cabinet. All medicline cup
were discarded. Administratior had
meeting with the caregiver [and res
dents, 06-05-09. 3} Medicinle cabin
will be inspected dail¥ for| presen
of medicine cups. Residents
interviewed at random as to| how me
are administered. Actual administr
on of meds will be observed| on a
continuous basis. 4) Administrator
5) 06-05-09

A medication adminilstration

will be
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